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PLANNED ACTION NOTICE
MEDICAID SERVICES

DIVISION OF DEVELOPMENTAL DISABILITIES
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FOR AGENCY USE ONLY
Oral request taken by:

NAME TELEPHONE NUMBER

INVOLVED DIVISION/ORGANIZATION
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INSTRUCTIONS FOR MEDICAID SERVICES PLANNED ACTION NOTICE  

Notification Requirements

1. A Planned Action Notice must be sent when a service(s) is reduced, denied, or terminated.

2. A request for a specific service can be oral or in writing.  A denial of either request requires a Planned 
Action Notice.

3. All decisions are documented in the client's CARE Service Episode Record.

A parent if the client is under the age of eighteen (18);

Completing the form

2. Services:  Choose the service from the attached list of services and WAC references.

The effective date of a reduction or termination is always the last day of the month.  It is a 
minimum of 10 working days and a maximum of 90 days from the date the Planned Action Notice 
is mailed to the client.

•

3. Decision:  Identify the appropriate decision.

4. Reason:

• Insert the WAC number(s) that give the legal authority for the decision.
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•

1. The effective date 

The guardian or other legal representative;•
Other relative;•
Other person identified by the client;•
An advocacy agency.•
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4. The Planned Action Notice must be sent within 5 working days of the decision date.

5. The Planned Action Notice is addressed to the client regardless of age and a copy sent to their 
representative per WAC 388-825-100.  Use the following order to determine who represents the client:

• Insert the corresponding number of the reason(s) listed on the Planned Action Notice for the 
decision.

5. Amount:

• Amount and unit of service required for Reductions.

• Example:  Reduced "From" 100 hours per month "To" 80 hours per month.             

6. Page two is optional.   Use if there are more than two decisions.

7. Instructions for completing a translated form:

• Enter the information in English

• Identify each service with a number if there is more than one.

• Write the number next to the corresponding reference line on the Services/WAC chart and 
highlight the WAC reference and reason.



3. Case/Resource Manager name for terminating paid services during an appeal is the CRM responsible for 
authorizing the client's paid services.

Count 10 days from the date the notice is mailed.   The 10th day must be a working day. •

2. To calculate the date in the first bulleted statement:

Extend to the end of that month.•

Examples:

1. The notice is completed October 10th with anticipated mailing October 11th.
Ten (10) days counting October 11th is October 20th.•
The last day of the month of the 10th day is October 31st.•

2. The notice is completed October 20th with anticipated mailing October 23rd.
Ten (10) days counting October 23rd is November 1st.•
The last day of the month of the 10th day is November 30th.•

4. The name at the bottom of the form will be determined by regional authority.
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Appeal Rights

1. Insert a date in the first bulleted statement ONLY if this is a reduction or termination of an existing service.


